Fractures of the malar-zygomatic compound have in recent years emerged from relative obscurity and become one of the better known fractures seen in casualty departments and maxillofacial units. During the period from January 1950 to August 195I, I07 cases were treated in this unit at the Wythenshawe Hospital and an analysis of these cases is given in this paper. More car and motor-cycle accidents have been given as the cause of the apparent increase in the numbers now seen, but our records tend to show that many are still due to brawls, flying missiles and falls. A better knowledge in the diagnosis of this type of injury and the ever-increasing use of X-rays may be the most important factors; 72 per cent. of this series were adult males, 27 per cent. were females and one was a boy of four. Anatomy
The malar-zygomatic compound is formed by the zygoma, its frontal and maxillary processes and the zygomatic arch. The zygoma is a quadrilateral-shaped bone which forms the prominence of the cheek in the upper and outer -quadrant of the face. It articulates posteriorly by its temporal process with the zygomatic process of the temporal bone forming the zygomatic arch. Anteroinferiorly it articulates with the zygomatic process of the maxilla and is separated from the maxillary antrum by a thin triangular plate of bone. Its antero-superior border forms a considerable part of the lower and outer quadrant of the orbital margin and at the upper end of this border it articulates with the frontal bone. The zygomatic arch overlies the temporal fossa, the temporalis muscle and coronoid process of the mandible. Along the upper border of the arch is attached the temporal fascia and below it gives origin to the masseter muscle.
Mechanism of Injury
In alt cases a direct impact acting on In the first week after injury, pain and swelling of the cheek were the most constant complaints. They were almost consistently accompanied by numbness of the cheek, nasal bleeding, limitation of jaw movements and diplopia in many. Bony deformity was not usually noticed by the patient at this stage. Of the late cases seen, deformity, limitation of jaw movements and visual disturbances-such as tiredness and blurring of vision due to diplopia-were the symptoms for which the patient sought treatment.
Findings on Examination
Swelling of the cheek due to oedema, ecchymosis and surgical emphysema from the antrum was almost always present. Anaesthesia over the distribution of the infra-orbital nerve and limitation of jaw movements were frequently found. Diplopia, present in i8 per cent., was best demonstrated by holding the head with the left hand whilst the patient followed the right index finger (3) Elevation of Malar combined with Immobilisation In six badly comminuted fractures which were not stable on reduction the antrum was exposed through the buccal sulcus above the canine tooth and the antrum packed with gauze soaked in Whitehead's varnish to maintain the reduced position. The pack was removed in three weeks and the antrum closed. One small antral fistula was later found, but the patient did not complain of any disability from it.
In three cases the correct elevated position could not be maintained by packing the antrum. This necessitated exposing the fronto-zygomatic fracture line and carrying out a direct wiring at the fracture line. This maintained an excellent position.
In one case a loose piece of the zygomatic arch was lying in the temporal fossa and caused difficulty in jaw movements. This was explored and removed.
(4) Mal-united Malars with Symptoms There were four in this series and all complained of diplopia. They were found to have downward and outward subluxation of the eyeball due to depression of the floor of the orbit. Two were corrected by placing a polythene mould beneath the eye through a direct exposure and with an excellent inmnediate result. Unfortunately, one of these ha* just returned to us after eighteen months with an inflammatory reaction around the mould. The third was treated with a bone graft and bone chips from the ilium to build up the cheek and elevate the eye. The fourth was refractured by exposing the suture lines of the zygoma and the bone elevated. The latter was kept in position by fronto-zygomatic wiring and an antral pack. Eighty-two cases were traced and all except four were satisfied with their treatment and progressed satisfactorily. Of the four unsatisfactory results, three were fully elevated at operation but redisplaced subsequently. This was due to considerable comminution, with loss of bone and sepsis in one. The latter has since had a bone graft to build up her face and eye, but the other two do not regard their slight disfigurement as sufficient to warrant further operation. The fourth had a seven months' old depressed fracture and came to us complaining of diplopia. This was cured for eighteen months with a polythene mould, but this will have to be removed owing to the inflammatory reaction. Of those that progressed satisfactorily, one was very slightly overreduced. Infra-orbital anaesthesia was always slow in recovering and in 24 per cent. of those who originally complained of this there was still some numbness of the upper lip over six months from operation. Jaw movements were usually normal in an average of four to five weeks. In some patients diplopia was cured immediately after operation, but in many it remained until the swelling subsided.
Summary
Fractures of the malar-zygomatic compound have been described and an analysis given of 107 cases treated in this unit. We consider that more fractured malars are now seen because of their better recognition. 
